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TECHNICAL MEMORANDA, OPERATIVE 
AND OTHERWISE. 

(Under this heading wall be published from time to time notes on 
points of practical interest in regard to methods of treatment, 
operative and therapeutic, and on the general management of 
Obstetrical and Gynacological cme8 in hospital tznd private 
practice.) 

On Some Points on the Technique of Ovi~otomy,  
especially the Advantage of Removing Ovarim 
Cysts in Bulk. 

By J. BLANDSKITTON. 
IN our early days as surgeona we either imitate in a servile fashion 
the operative methods of some teacher whom we revere, or we are 
‘‘ text-book operators,’’ and follow step by step the instructions set 
forth in a book on operative surgery. It often requires some courage 
to discard an old method and adopt a new one if a surgeon is timid 
and afraid to face the criticisms of hie senior colleagues. My firet 
ovariotomy was performed more than twenty years ago, and immedi- 
ately became a subject of comment because I performed it in the 
common operating-room, and the patient was conveyed into a general 
ward instead of being treated in a special room, a condition of things 
supposed to be essential for success. In a short time I: refused to 
employ the thick clumsy sheet of waterproof material with a hole in 
the centre which was spread over the patient’s abdomen. The sponges 
employed in the operation were reduced to six instead of the six 
dozen which were sometimes prepared for me. The director on which 
the surgeon used to cut through the abdominal wall layer by layer, 
sometimes consuming a quarter of an hour in the process, I threw 
away twenty years ago, and the awkward metallic retractors with it. 
In those days, and with many surgeons to-day, it was usuril to employ 
a complicated machine called the ovarian trocar: I put up with it 
for several years; when likely to be useful it would not work, and on 
occasions when the instrument could be made to penetrate a cyst-wall 
the contents refused to flow through it : I put it aside aa a curiosity 
fifteen yeam ago, and the formidahle-looking cyst-forceps with sharp 
teeth shared the same fate. 

The disuse of the ovariotomy-trocar involved an important modi- 
fication in technique, namely an increase in length of tho abdominal 
inciaion to enable me to remove very large tumours entire, and my 
object in this communication is to state my reamns for this alteration. 

The firat object of the mirceon in removing ovarian rpets is to  
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avoid contamination of the peritoneum by the harmful, dirty, and 
septic s t d  they often contain. Later experience teaches me to add 
another, namely malignant infection. Many patients have lo& their 
lives because a surgeon in attempting to withdraw a cyst through a 
short abdominal incision has, after tapping the cyst, been unable to 
avoid septic fluid from suppurating cysts, or the grease and hair in 
dermoids, escaping by the side of the trocar and flowing into the 
peritoneal cavity. Also in the case of multilocular colloid cysts, the 
gluelike contenta will not flow through the trocar, and the surgeon 
is recommended to introduce his hand and break down the wpta in 
order to enable him to withdraw the cyst wall from the belly. In 
such cases the colloid stuff not only escapes into the belly but the 
operator’s hands are thoroughly smeared with it also. In many in- 
stances this colloid stuff is quite harmless, but occasionally it is 
malignant, and I have seen cases in which this accident has been 
followed by a rapid growth of malignant tissue throughout the 
a6domen and death has followed within three months of the opera- 
tion. I have seen a rapid spread of malignant diseaee of this kind 
follow the escape of colloid s t d  into the belly from the spontaneous 
perforation of a loculus in a mnltilocular cyst. My colleagues with 
whom I have discussed this matter have seen the same thing. 

I have had difficulty in convincing surgeons that the long incision 
does not entail disadvantages to the patients. In the early days of 
ovariotomy it was believed that the dangers of the operation were 
directly increased by a free incision, and I shared this opinion for 
many years; then Lawson Tait threw a glamour over the matter by 
dexterously performing oophorectomy through an incision an inch 
and a half long; but when I began to remove huge uterine fibroid8 
which, from sheer necessity, required long, and often very long, in- 
cisions, I soon recognized the great advantage to the operator of a 
free incision, for it allowed the manipulations within the abdomen 
to be carried out easily, safely and quickly. Moreover, the long in- 
cisions heal rapidly and soundly: it may also seem strange to those 
who still cling to short incisions to learn that a yielding cicatrix is 
more common in a short cicatrix than in one involving the whole 
length of the abdominal wall. 

For the last ten years it has been my practice to  remove ovarian 
cyste entire. When the tumour is of moderate dimensions it can be 
extrscted through the usual median eubumbilical incision : with 
large cysts the incision extends above the umbilicus, and when the 
cyst is very large it will reach from the ensiform cartilage to the 
pubes. 

one occmim I removed an ovarian cyst from a woman by this 
method which weighed eighty pounds. Before the operation, as she 
rested in bed, the prominence of her belly was so great that she 
could not 888 the opposite wall of the ward. The morning after the 
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operation, when the patient awoke, she had to feel about the bed 
" to find herself." 

Only once have I had to deal with an ovarian cyst which could 
not be extracted entire on account of its size: in this instance a 
spinster, aged 33 years, had been known to have an abdominal tumour 
for fifteen years : it had been diagnosed as a uterine fibroid, and its 
removal regarded as an undesirable proceeding : at length the tumour 
became so cumbereome that the patient wished for relief, and I 
accepted the responsibility of removing it, and pointed o.it that the 
physical signs presented by the tumour were those usually associated 
with an ovarian cyst. The long history (fifteen years) was in favour 
of a cystic uterine fibroid. The tumour, on being exposed by median 
incision, reaching from the ensiform cartilage to the pubec, could not 
be extracted through the opening, and as it contained fluid I made a 
puncture in its wall with the blade of the scalpel, and the nurse 
caught the escaping chocolate fluid in suitable and convenient 
receptacles. When two gallons of this fluid had run off the tumour 
gently slid out of the abdomen, and the pedicle was secured. The 
opposite ovary contained a cyst the s i e  of a Jaffa orange. On the 
completion of the operation we examined the tumour. It was a uni- 
locular cyst weighing with its fluid contents seventy pounds, the 
cyst-wall being covered with large dendritic warts and resembled a 
huge cauliflower, 80 that there was every reason to be thankful that 
the fluid did not leak o r  escape into the belly. This is the largest 
papillomatous cyst I have ever seen or read about, and it ie remark- 
able in the long history, for its existence had been recognized fifteen 
years. In addition, each ovary contained a multiloculrir dermoid 
(filled with hair and grease) as big as a Jaffa orange. !l!he patient 
recovered. 

I may briefly describe another instance which recently occurred 
to  me. A patient was sent from India on account of EL large ab- 
dominal tumour which had recently increased in size. At the opera- 
tion it needed an incision twelve inches long to expose it. !The aspect 
of the tumour raised my suspicions, for it was congested, plum- 
coloured and veiled by a sheet of thin adherent omentum. I thought 
the cyst might contain pus, and therefore handled the thing with 
extreme cam to avoid bursting it. After the operation waa over we 
found the cyst to be filled with pus, and Mr. Frank E. Taylor obtained 
from the pus a culture of typical B. typhosus, and he made this 
observation the base of a valuable paper on Typhoid Infection of 
Ovariun Cysts, in this JOURNAL, November 1907, p. 367. 

Now and then I have removed entire a large parovarian cyst, or a 
single-chambered ovarian cyst filled with thin fluid, which could 
have been drawn out through a small incision after tapping; but on 
many occasiona when my aesistanta have thought I had removed 
unnecessarily a big cyst entire, they have been surprised when the 
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tumour was subsequently opened to find it filled with pus, grew or 
colloid-j elly . 

In regard to the closure of these long incisions it may be men- 
tioned that the first requisite for securing an unyielding scar is per- 
fect asepia : but even the most perfectly healed abdominal scar may 
yield. Nature in her great operation of uniting the lateral halvee of 
the belly-wall in a median cicatrix-the lines a l b w n n o t  secure 
a non-yielding scar, it is therefore presumptuous of the surgeon to 
think he can always ensure it. 

There are more than fifty methods known and advocated for the 
closure of the abdominal incision made in the courw of ovariotomy, 
and the following list of material employed for this purpose is 
interesting : -Silk, silkworm-gut, catgut, linen thread, horse-hair, 
silver, iron and platinum wire, and Michel’s metal clips. Some 
surgeons uae the metal wires as interrupted buried suturee. Those 
who are curioua in thia matter ehould read Swaffield’s brochure, 
On the Closure of Laparotomy Wounds as practised in Germany, 
1904. 

In Great Britain there L plenty of variety in the methods and 
material employed for  this purpose, but at the present time there is a 
marked tendency to return to the older and simpler methods. 

I have simplified my method in closing theae long incieions 
during the last two years. I no longer unite the peritoneum by a 
continuous suture, but bring the seroua, fascia1 and muscular layers 
together by interrupted sutures of carefully sterilized silk euturea 
(No. 4), abeolutely free of any trace of antiseptics, and then bring the 
skin edges together with a continuous suture 03 thin silk. A l l  buried 
sutures should be inserted and tied with hands protected with 
thoroughly sterilized gloves. Catgut I have discarded for many 
years, it is a dangerous material; none of the ninety and nine en- 
chantments which are supposed to render it germ-free have proved 
satisfactory. 

In passing the interrupted sutures on the supraumbilical portion 
of these long incisions, it is wise to protect the stomach with a dab. 
On one occasion I neglected to do this, and in the act of passing a 
atout needle through the layers it broke, and the rough end of the 
needle tore a hole in the stomach. The tear was sutured and no 
harm followed, but it is better to avoid an accident of this kind than 
to  repair a surgical error, although no inconvenience may follow to 
the patient. 

I am a great stickler for simple methods of operating, and the uae 
of few implemente. Every instrument discarded, if it be unnecessary, 
is a great gain. My set of instruments for the procedures which 
come under the term of abdominal gynaecological operations consist 
of 12 haemostatic forceps, two pairs of sci88ora, dissecting forceps, 
.scalpel, two fenestrated forceps which also serve as sponge-holders, 
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volsella, six needles-five of which are curved and two of them small 
enough to be used if bowel requires a suture, and one straight,-three 
spools of silk (No. 2, 4 and S), six dabs of various sizes made out of 
Gamgee-tissue, and rubber gloves. 

I have discarded the waterproof abdominal apron for the patient, 
the director, the trocar, cyet-forceps, peritoneal forceps, crocodile- 
forceps, the big pedicle-needle, marine sponges, retractors ; apparatus 
for irrigating the abdominal cavity and glass-drainage tubes. The 
chief and most valuable addition to the implements neomsary for 
euccese in ovariotomy is, in my opinion, a pair of properlylitting, and 
caref ully-sterilized rubber gloves. 

In studying the details of pelvic operatione from boob, it should 
be remembered i t  is merely the principlee that can be explained. 
There are so many details in every operation that can only be learned 
from watching, or what is better assisting, a skilful and experienced 
surgeon in their performance. No man can become a navigator, 
however carefully he masters the principles of Beamanship from 
books, so no surgeon can acquire the art of operating from merely 
reading descriptione of surgical operatione. 






